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Medication Administration Training Program for Unlicensed Assistive Personnel
Application for Re-Approval of Training Program

Medication adminkstration may be delegated only to those individuals who have successfully completad a training
program pursuant o ARSD 20:48:04.01:14. An application along with required documentation must be submitted to
the Board of Nursing for approval. Written notice of approval or denial of the application will be issued upon receipt
of all required documents. Send completed application and supporting documentation ka the Spearfish BON address
or fax above.

Name of Institution: Castie Qphre ment Home
Name of Primary Instructor: E- \T Ahi Qu. Thae,
Address__J0ZO Asih St Whiteinond SO ST17193

Phone Number: __(o(06-2 1,0~ 227 Fax Number: ___ (205~ 2.0,9- 2427
£-mail Address of Faculty:____I< baies 1@ michm are. (G

1. Request re-approval using the following approved curriculumi{s): (Each pragram is expected ko retain program
records using the Sxolled Student Log form.
0 2011 SD Community Mental Heal&‘l Faalﬂ:?s (urﬁappcmnd for agmswmed through the Departrnent of Sodal Services}
0 Gauwitz Textbook — Admipistering ations; Pha : Careers, Gauwitz (2003)
O W Sorrentino & Remmert (2009)
{3 Nebrasia Health Care Association (2010) {NHCA}
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2, List and licensure information: Fornew RN fBaulty: 1) attach resume/work history wili evidence of mirdimum 2 years

dinical RN experience, and 2} attach 2 new Cuicuium Application Form identifying areas of teaching.

RN LICENSE
RN FACULTY/INSTRUCTOR NAME(S) State Number Expiration Date Verification
i (Compieted by SDRON) |
ST O T T S0 BN Ruxpdas] 9-22-20;% LU (2

3. Complete evaluation of the curriculum / program: (Exgain e’ responses o 2 separate shest of paper:)
StEndard Yes No

1. Each person enrolled in your program had a high schioo! diploma or the equivalent, N

2. Your program was no less than 16 classroom hours and 4 hours clinical/laboratory instruction for a total
of 20 hours.

3. Your program’s faculty to student retio did not exceed 1:8 in the dinical / Iab setting

4. Your program’s faculty to student ratio did not exceed 1:1 in skill performance evaluation fcompetency
validation. v

5. Each student’s performance was documented using the SD clinical skilis checklist form, sl

6. You main@in records using the Enrolled Student Log(s) form. [

RN Faculty Signature:__ & Q.@.,_,u Q&f /LIJ pate:__ ¥~ 7 7Y

This section to be completed by the South Dakota Board of Nursing TS
Date Application Received: (k] tf | Iuf Date NMotice Sent bo Institution: = IEN|
Date Application Approved: t—ﬂ e Application Denied. Reason:

Expiration Date of Approval: poyva V] - .
Board Representative: Tl AN '\V’W‘ Y
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